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Haemopoietic collection & processing request

	Recipient
	
	
	donor
	

	Name:
	
	
	
	Name:
	
	

	Medical Record No: 
	
	
	
	Medical Record No:
	
	

	Date of Birth:
	
	
	
	Date of Birth:
	
	

	Affix patient label if available
	
	
	Affix patient label if available

(if different from recipient)
	

	Diagnosis:
	
	
	
	Weight:
	
	

	( Clinical Trial:
	Study No
	
	
	
	Doctor in Charge:
	
	

	Weight:
	
	Height:
	
	
	
	Blood Group:  __________________
	

	Doctor in Charge:
	
	
	
	( Single Autologous   ( Multiple Autologous  No ___
( Related Allogeneic  ( Unrelated Allogeneic

	Blood Group:
	
	( VNTR
	
	
	

	
	
	
	
	


Donor assessment performed (  Date: ______________
Known infectious disease risk: ( HBV  ( HCV  ( HIV

Donor consent obtained           (  Date: ________________
Chemotherapy: 
____________________________________________________________________     Start date: _____________
Mobilisation: (GCSF  (Stem Gen  (PEG GCSF  (Plerixafor   Dose:__________________ Start date:___________
Collection Request

	Expected Collection Date:
	
	Time:
	

	Collection Centre:
	( (Insert site) ( (Insert site) ( (Insert site)  ( Other:
	

	
	( COG processing required:
	

	Product required:
	( HPC-A (PBSC)  Target: ______ x106 CD34+/kg  ___________________________________________
 Minimum: ______ x106 CD34+/kg  ____________________________________________
( TC-T (DLI) __________________ CD3+/kg    _________________________________________________
( HPC-M (Bone Marrow) ________x108TNC /kg  ____________________________________________
( HPC-C (Cord) ______________________________ ( TC-MSC ________________________________
( Platelets  ___________________________________ ( Granulocytes ___________________________


Processing Request

	( Immediate Infusion
	( Manipulation (specify)
	

	( Cryopreservation (record any specific instructions)
	


Donor Infectious Disease Screen

	Sample collected for:   ( Serology  Date:
	
	   ( NAT (HIV-1, HCV, HBV)     Date:
	


Requesting Doctor
  (Name):___________________________________ (Signature)______________________________   Date: ___________
Copy to: ( Collection Centre Date: ___​​______    ( (Insert manufacturer name) (Fax: (Insert fax no.))   Date: __________
Fax or return completed form to (Insert manufacturer name) (Fax: (Insert manufacturer fax no.))

Subsequent Instructions: _______________________________________________________________________________
Authorised by: _________________________   Received by: ____________________    Date:___________ Time::_________
Author: (Insert author’s name)
Revision: (Insert revision number) 

Owner: (Insert document owner’s name)
Page 1 of 1 Updated Sept 2019
Active Date: (Insert active date)

